Ulnar nerve entrapment is the second most common compressive neuropathy in the upper limb, after carpal tunnel syndrome (Dellon, 1986). One of the causes that must be considered is the accessory anconeus epitrochlearis muscle, which is present in 4% to 34% of the general population (Husarik et al, 2010; Vanderpool et al, 1968; Nellans et al, 2014) . We describe a patient with symptoms of compression of the left ulnar nerve at the elbow and the result of the surgical treatment. The patient presented with hypoesthesia in the fourth and fifth fingers of the left hand, and reduction of strength in the fifth finger abduction. No alterations were found in the thumb adduction. Initially, the treatment was conservative (splint, physiotherapy, analgesics); surgical treatment was indicated due to the continuity of the symptoms. The ulnar nerve was surgically released and transposed, with complete recovery after 6 months of follow-up. Ulnar nerve entrapment at the elbow by the anconeus epitrochlearis muscle is not common, but it must not be ignored (Chalmers, 1978) . Ultrasonography (Jung et al, 2013; Bargalló et al, 2010) , elbow magnetic resonance imaging (MRI) (Jeon, 2005) , and electromyography (Byun, 2011) can help establish the proper diagnosis.
Introduction
Ulnar nerve entrapment is the second most common compressive neuropathy after carpal tunnel syndrome. 1 The ulnar nerve can be compressed at various points along its trajectory, but most cases are localized on the elbow and the Guyon canal. 10 Of the many causes of ulnar neuropathy, the most common are traumatic and idiopathic in nature. The anconeus epitrochlearis muscle, first described by Scafer and Schaeffer, is a well-known, but rare cause of ulnar nerve entrapment at the elbow. 2 This muscle is present in 4% to 34% of the general population. 1, 3, 11 The anconeus epitrochlearis is an anomalous muscle located between the medial aspect of the ulnar olecranon and the medial epicondyle, and it is found in up to 28% of cadavers. 1 The authors report the case of a 34-year-old woman with a 6-month history of left elbow pain and distal motor and sensory symptoms affecting her daily activities and quality of life. After a conservative treatment that included physiotherapy and the use of a splint, and of analgesic and anti-inflammatory drugs, surgical excision of the muscle and decompression of the ulnar nerve was proposed.
The patient agreed to the disclosure of all data (including surgical pictures), signing the informed consent form. None of the authors had conflicts of interest.
Case Report
We describe the case of a 34-year-old female patient, a righthanded secretary who presented pain at the left forearm for 6 months, followed by progressive sensitive and motor disturbances on the medial side of the left forearm. She had spent years answering telephone calls supporting her left elbow on the table.
The patient presented hypoesthesia in the fourth and fifth fingers, and reduction of strength in the fifth finger abduction. Numbness and tingling were localized to the ulnar side of the forearm and the two ulnar side digits. Upon physical examination, she had a positive Tinel sign on the medial surface of the elbow. Froment sign was also present. We did not observe any alteration in the function of the abduction of the left thumb.
She was submitted to magnetic resonance imaging (MRI), radiography and electromyography (EMG) of the left elbow to confirm the diagnosis. The EMG described compression of the nerve in the ulnar groove, with conduction block and a large drop in nerve conduction velocity. Plain radiographs of the left upper limb were normal.
The MRI showed ulnar nerve compression at the elbow by the anconeus epitrochlearis muscle (►Fig. 1).
After a period of conservative treatment, surgical treatment was indicated and performed through a medial epicondylar incision, with division of the anconeus epitrochlearis muscle (►Fig. 2), release of the ulnar nerve, and preservation of the branches to the flexor carpi ulnaris. The resection of the muscle is shown in ►Fig. 3 Nerve transposition to subcutaneous fatty tissue was performed without epicondylectomy. Recovery of both motor and sensory nerve functions can be achieved if the source of compression is an anomalous muscle that is treated with early surgical removal. 9, 12 In the follow-up period (6 months), the patient was fully recovered.
This patient also complained about the symptomatology in the right side, with a confirmed right anconeus epitrochlearis muscle by MRI, but on this side, the symptoms were very smooth, leading to a conservative treatment.
A paciente apresentava hipoestesia no IV e V dedos da mão esquerda, e diminuição de força na abdução do V dedo; não foram encontradas alterações na adução do polegar. Inicialmente, o tratamento foi conservador (uso de splint, fisioterapia e analgésicos); a cirurgia foi indicada pela persistência dos sintomas. O nervo ulnar foi cirurgicamente liberado e transposto, com melhora total dos sintomas após 6 meses de acompanhamento. A compressão do nervo ulnar no cotovelo não é comum, mas não deve ser ignorada (Chalmers, 1978) . Ultrassonografia (Jung et 
Anconeus Epitrochlearis Muscle
The anconeus epitrochlearis muscle is an accessory muscle of the medial elbow that originates from the medial epicondyle of the humerus and inserts on the olecranon process of the ulna, and as an extension of the medial head of the triceps brachii. 12 Anatomical variations in forearm muscles are typically asymptomatic and discovered by chance. [10] [11] [12] However, the anconeus epitrochlearis muscle is anatomically distinct from the triceps and is innervated by the ulnar nerve. 12 This muscle is often present is animals with shoulder adduction. It is found in amphibians, reptiles and most mammals. In mammals, it adducts and extends the elbow, supinates the forearm, and protects the ulnar nerve. Its main role in humans is to protect the ulnar nerve from mechanical pressure during elbow extension; it likely assists the triceps while preventing ulnar nerve subluxation. 12 The incidence of this muscle ranges from 4% to 34% in various anatomical studies. 2, 3 When present, it is often bilateral, 7 as it was in the case reported here. Although the muscle has nearly equal presence in both genders and on both sides of the body, it is more prevalent and developed on the right side in men, and on left side in women. 7 It represents a cause of ulnar nerve entrapment at the elbow, that must be considered in differencial diagnose. 5 It must be kept in mind that ultrassonography 6,7 magnetic resonance image of the elbow 8 and electromyography 9 can help in the diagnosis.
Surgical Technique
Given the lack of improvement of the symptoms after the conservative treatment, surgical decompression of the ulnar nerve was proposed. The surgery was performed under general anesthesia. The patient had an anconeus epitrochlearis muscle that was observed after an MRI of the left elbow (►Fig. 1).
The muscle was dissected off the medial epicondyle (►Figs . 2 and 3) , and the ulnar nerve was found underneath it.
Discussion
Ulnar neuropathy as a result of the presence of an anconeus epitrochlearis muscle is rarely reported in young patients without congenital elbow anomalies.
Complete excision of the muscle is widely accepted as definitive treatment, but whether or not to transpose the ulnar nerve remains controversial. 13 Byun et al 9 discussed the electromyographic findings in patients with ulnar neuropathy from anconeus epitrochlearis muscles compared with those with idiopathic cubital tunnel syndrome. They suggested that there should be a high suspicion of an accessory muscle as the cause of the compression rather than a more traditional cause when a relatively young patient presents with rapid onset of symptoms.
Furthermore, it was shown that edema in the muscle belly of the anconeus epitrochlearis visualized on MRI is often associated with ulnar nerve compression and neuritis. 8 Ulnar neuropathy as a result of the presence of the anconeus epitrochlearis muscle usually has characteristics that are different from idiopathic disease, including younger age at onset, more rapid progression with a short duration of symptoms, distinct neurophysiology with velocity drop or conduction block of the ulnar nerve, and edema of the anconeus epitrochlearis muscle upon MRI. 8 In a comparative study with idiopathic ulnar neuropathy, the velocity drop of the ulnar nerve was significantly associated with the presence of an anconeus epitrochlearis muscle. 9 
Conclusion
Although rare, the presence of the anconeus epitrochlearis muscle should be considered as a potential cause of ulnar neuropathy at the elbow, especially in young female patients with a rapid progression of symptoms.
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